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Introduction: Scar endometriosis is a rare form of extrapelvic endometriosis that is usually confused with
other surgical or dermatological conditions leading to delay in diagnosis.
Methods: We reviewed the case records of patients with the diagnosis of scar endometriosis seen in our
hospital from January 1996 to December 2008.
Results: We found six patients of scar endometriosis in 13 years making it one of the rare conditions. The
median age of the patients was 32.5 years (range 28e37 years) and median interval from symptoms to
treatment was 2 years (range 1e6 years). Four patients had ﬁrst presented to either the surgery or
dermatology physicians. Cyclic pain and swelling at local site was the most common presenting symp-
toms. All patients underwent wide excision of the mass with no recurrence of symptoms at a follow up
ranging from 9 months to 12 years.
Conclusions: Increasing awareness of this condition among doctors can help in early diagnosis and
treatment with gratifying results.
 2010 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.1. Introduction
Extrapelvic endometriosis is a rare condition.1 It is deﬁned as
the presence of endometrial glands and stroma outside the
pelvis.2,3 Various sites for endometriosis reported are genitourinary
organs, abdominal organs, lungs and pleura.4,5 Previous surgical
scar on the abdominal wall is a rare site of extrapelvic endometri-
osis that is usually confused with abscess, lipoma, hematoma,
sebaceous cyst, stitch granuloma, incisional hernia or tumours
resulting in delay in diagnosis.6,7 These patients may ﬁrst report to
general physicians, surgeons or dermatologists because of atypical
presentation and thus it is important to increase awareness of this
condition among doctors.8 The rarity of this condition can be
judged by the fact that we could ﬁnd only six patients of scar
endometriosis in our hospital records reviewed from 1996 to 2008.
Two of the patients were reported earlier.92. Methods and results
The study was carried out in a tertiary care hospital. Most patients were referred
to ﬁrst author for expert opinion who kept records of patients with the diagnosis of
scar endometriosis since 1996. The case records of scar endometriosis were also4; fax: þ91 172 2609360.
l), lajja.goyal@rediffmail.com
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ciates Ltd. Published by Elsevier Ltsearched in the central records department of the hospital. The baseline informa-
tion, investigations, operative details were recorded on the proforma. The median
age of the patients was 32.5 years (range 28e37 years). Three patients were initially
referred to general surgeons by the primary physicians with a diagnosis of stitch
granuloma. Two patients had incomplete resection of the mass before being
referred. Review of histopathology of the resected specimen revealed diagnosis of
endometriosis. These patients were then referred to our department. One patient
reported to the dermatologist initially and was subsequently referred to us. Four
patients presented with complaints of cyclic pain and swelling while two patients
had non-cyclic pain and swelling at the local site. The lesionwas present at cesarean
section site in ﬁve patients and episiotomy scar site in one patient. The median
interval from symptoms to curative surgical procedure was 2 years (1e6 years). The
average size of lesion was 2.6 cm (range 2e4 cm). Preoperative diagnosis was made
on FNAC (ﬁne needle aspiration cytology) in four patients. Ultrasound (USG) of the
mass which could be done only in one patient suggested the diagnosis of scar
endometriosis. All patients underwent wide excision of the endometriomas. Two
patients required grafting with prolene mesh as on surgical exploration sheath was
also found to be involved. Two patients who tookmedical therapy with danazole for
four months responded only partially. They were ﬁnally taken up for complete
surgical resection. The diagnosis was conﬁrmed on histological examination in all
patients. All patients had regular follow-up ranging from 9 monthse12 years and
there are no recurrences in any patient. Details of the patients are given in Table 1.
3. Discussion
Surgical scar endometriosis is a rare and often misdiagnosed
entity.8 The condition is usually associated with obstetric proce-
dures although itmay occur after other procedures and as denovo.1,3
Patients with scar endometriosis are often referred initially to
general surgeons, physicians or dermatologists as most of the timed. All rights reserved.
Table 1
Details of the patients with scar endometriosis.
Age Previous surgery Interval between
surgery and
symptoms
Symptoms Size of the
lesion
Diagnosis
32 years LSCS 1 year Pain and swelling 2 2 cm FNAC
33 years LSCS Tubal
ligation
4 years Cyclical Pain and swelling 4 4 cm HPE of incomplete
resected mass
34 years LSCS 1 year Cyclical Pain, swelling and bleeding
from the mass during periods
4 4 cm FNAC
32 years LSCS 2 years Cyclical Pain and swelling 2 3 cm HPE of incomplete resected mass
28 years NVD with
episiotomy
5 years Cyclical Pain and swelling 1.8 2 cm FNAC
37 years LSCS 2 years Pain and swelling 2 3 cm FNAC, USG
LSCS e lower segment cesarean section, NVD e normal vaginal delivery, HPE e histopathology, FNAC e ﬁne needle aspiration cytology, and USG e ultrasonography.
P. Goel et al. / International Journal of Surgery 9 (2011) 39e4040the condition presents with painful swelling on the anterior
abdominal wall.8 Its incidence after cesarean section is estimated to
be in range of 0.03e1%.5 One study has reported that scar endo-
metriosis is themost commonsite aftercesarean section followedby
episiotomy, hysterotomy, hysterectomy and laparotomy scar.3
The postulated mechanism is mechanical transplantation of
endometriotic or placental cells into the wound during surgical
procedure and subsequent stimulation by estrogen to produce
endometriosis.4 Pain in the endometriosis is classically described as
cyclic pain but constant andnon-cyclic pattern also have reported as
was seen in our series.1,2,7 Interval between the surgical procedure
andpresentation of scar endometriosis vary frommonths to years (3
monthse10 years) in various series.1,2,7 In our study, the median
interval was 2 years. Association between the incisional endome-
triosis and concurrent occurrence of pelvic endometriosis is rare.
None of the patients in our series had symptoms of pelvic endo-
metriosis. Various non-invasive diagnostic imaging modalities like
USG with colour doppler, CT scan and MRI are able to give correct
diagnosis but lack speciﬁcity.10,11 Francica et al., in their series
showed diagnostic USG features of scar endometriosis as (i)
a hypoechoic inhomogeneous echo texture with internal scattered
hyperechoic echoes; (ii) regular margins, often spiculated, inﬁlter-
ating the adjacent tissue; and (iii) a hyperechoic ring of variable
width and continuity.10 On colour doppler examination, a single
avascular pedicle entering the mass at the periphery is one of the
diagnostic feature.11 PreoperativeMR imaging is valuable indeﬁning
the extent of disease, thus enhancing accurate and total excision.14
On CT scan, endometrioma appears as a circumscribed solid mass,
enhanced by contrast and may sometimes show haemorrhage.
Lately many reports have documented the accuracy of FNAC
from the mass as an important conﬁrmatory investigation.12,13 In
our series, we could diagnose four patients accurately with this
condition by FNAC. Theoretically, this procedure has the potential
to seed the needle tract with cells and can cause recurrence,
especially within concomitant intrapelvic endometriosis, although
this has not been reported.12,13
Wide excision with at least 1 cm margin is considered as the
treatment of choice3 and fascial defect may need closure with
synthetic mesh if the underlying sheath is found to be involved as
was required in two of our cases. Medical therapy with danazol and
GnRH produces only partial relief of symptoms and usually recur-
rence occurs after cessation of the treatment.14 In our series two
patients received danazol but did not get lasting relief in their
symptoms.In conclusion, scar endometriosis is a rare condition and
should be suspected when a lady in the reproductive age pres-
ents with pain and swelling at scar site after obstetric surgery.
USG and FNAC are useful diagnostic tools. Wide excision is the
treatment of choice as medical treatment may not produce
lasting relief.
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